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Introduction
Health policies and health reforms are generally targeted 
at the working class or the most vulnerable populations 
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ABSTRACT
Background: The rising geriatric population is facing significant health and social problems in the developing world that are impacting 
the quality of their lives. Objective: The study describes the general health status and the socioeconomic characteristics of the elderly 
people of Pakhribas village development committee (VDC) of Eastern Nepal. Materials and Methods: Descriptive cross-sectional 
study was carried out targeting the people aged 60 years and above in the sample area using a semi-structured questionnaire and 
convenient sampling to get the required sample size. A total of 189 elderly people who consented were interviewed in May 2010. 
Result: The major part of the elderly population was in the age group of 60-69 years. Seventy-two percent were illiterate and 75% 
were still earning with the majority involved in farming. Nine out of ten were living with their families and still made decisions for 
the household, Eighty-two percent did not feel lonely and 88.4% did not report any misbehavior by the house members. Regarding 
health, 69% had some diagnosed health issue with 36% suffering from gastritis and 20.4% from chronic lung disease. Using the 
ICD 10 criteria, depression was found among 18%. The most prevalent geriatric problem was a dental problem as found in 61% 
even though 87% claimed to brush their teeth regularly. More than half were suffering from visual difficulty and the proportions 
suffering from memory and hearing issues were also substantive. Smoking habit was found in 60%, and the relation between 
smoking and chronic respiratory diseases had a statistical association (P = <0.05). The geriatric cases who were misbehaved with 
felt depressed or neglected in the family (P = <0.0001). Conclusions: The results of the study show that employment, family 
support, and pension schemes have a positive impact on the social status of the elderly. Health screening clinics should be established 
in the community to detect health-related disorders. Elderly populations need health education to emphasize the importance of 
personal and dental hygiene and to abstain from smoking and alcohol.
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such as neonates and pregnant or lactating mothers. But 
one population that is often forgotten but which is equally 
vulnerable is the geriatric population. Old people have 
limited regenerative and immune abilities and are thus, 
more prone to diseases. Old age in many developing 
countries is seen to begin at the point when active 
contribution is no longer possible.[1] At the moment, the 
United Nations (UN) agreed on the cutoff of 60+ years 
as referring to the older population.[2] Worldwide, the 
number of people > 60 years is increasing faster than 
ever before. Between 2000 and 2050, the proportion of the 
world’s elderly population will double from about 11% 
to 22%. The absolute number of people aged 60 years and 
above is expected to increase from 605 million to 2 billion 
over the same period.[3] Most of this increase is occurring 
in developed countries.[4] In Nepal, the trend has been 
the same; there were 1.5 million elderly inhabitants in 
2001 and 2.1 million elderly inhabitants in 2011 who 
constituted 6.5% and 8.14%, respectively, of the country’s 
total population in these 2 years.[5] During the years 1991-
2001, the annual elderly population growth rate was 
3.39%, higher than the annual population growth rate of 
2.3%; the life expectancy has been increasing gradually 
due to the advancement in socioeconomic development 
and sciences, particularly medical sciences.[5] In the 
hilly regions, the 2011 census has estimated the elderly 
population to be 8.61% with the female to male sex ratio 
of 1.083 in the elderly.[6]

Different studies conducted in different regions of the 
world have shown that there are significant health and 
social problems among the elderly people, which vary 
among the communities. The literature from Nepal is 
scanty;[5,7-9] however, similar studies from India have 
shown variable health and geriatric problems in the rural 
and urban communities.[10-16] In Pakhribas village 
development committee (VDC), the percentage of the 
elderly population is about 5.9%.[17]

Materials and Methods
In this descriptive cross-sectional study, we included 
the “elderly people” aged 60 years and above who were 
residing in Pakhribaas VDC.[18] About 266 elderly people 
were estimated to be residing in the VDC.[1,17] A face-to-
face interview was conducted using a semi-structured 
questionnaire consisting of the common problems of the 
elderly people. In a door-to-door survey conducted by 
five teams of two enumerators each, all available and 
eligible persons were interviewed after obtainment of 
initial consent and building of rapport. A detailed clinical 
examination was performed including the measurement 
of vital signs. The social status and the personal 
habits were assessed. The health status was recorded 
in two broad categories: The first group comprised 
the diagnosed conditions for which the respondents 

were actively seeking treatment and the second group 
encompassed various geriatric health problems such as 
difficulty with vision, loss of hearing, dental problems, 
sleep problems, memory issues, and bowel or bladder 
control, which are highly prevalent, often multifactorial, 
and are associated with substantial morbidity. These 
could be included in a single diagnosis and are thus, 
currently included under the broad term of geriatric 
syndrome.[19-21] Persons not consenting or willing to give 
information were excluded from the study.

Smoking
Detailed smoking history was obtained. To quantify the 
smoking status, we used “pack years.” The smokers with 
a greater than 20 pack years of cigarette exposure were 
further screened for chronic lung problems.

Alcohol use
Self-reported consumption of ≥ 21 standard drink units 
(SDUs)[22] per week for males (equivalent to 210 g ethanol) 
and ≥ 14 standard drink units per week (equivalent to 
140 g ethanol) for females were used to define hazardous 
drinking.[23] The types of traditional and local alcoholic 
beverages include country liquors (low quality alcohol 
made from molasses and produced in small distilleries), 
homemade liquors, jand (made of rice), chang (made of 
rice by a different method), and raksi (home-brewed 
alcohol made out of rice, millet or barley). A research 
study in Nepal tested several samples of locally brewed 
alcohols for the alcohol concentration in the laboratory 
of the Hôpitaux Universitaires de Genève (Geneva 
University Hospitals) and the following results were 
obtained — raksi 25%, jand or chhang 12%, and tongba 
5.5%. We took 100 mL of locally prepared alcohol to be 
1 SDU.[24]

Depression
To diagnose depression four out of the 10 criteria for 
minor depression as per the ICD 10 clinical criteria 
for depression were used.[25] Those with diagnosed 
depression were included without assessment. 

Ethical considerations
Ethical clearance was taken from the BP Koirala 
Institute of Health Sciences (BPKIHS) ethics committee 
IERB. Written informed consent was taken from each 
participant and the professional code of secrecy was 
maintained. Those detected to have medical problems 
were referred for treatment and follow-up at the nearest 
health facility.

Data entry and analysis
All the collected data were compiled, filtered, 
tabulated, and analyzed. Descriptive statistics, 
i.e., frequency, mean, percentage, and proportion 
were calculated to describe the finding. Statistical 
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significance of the association between the dependent 
and independent variables were determined using 
chi-square test.

Results
The Dhankuta municipality estimates 5.9% of the 
Pakhribaas population to be aged; the total elderly 
population of the area is 266. We could interview 205 
(82%), out of which 16 were excluded because of missing 
major information or damaged pro forma. Finally, the 
data from 189 (75.6%) participants were tabulated and 
analyzed.

Demographic characters of respondents 
The geriatric population of Pakhribaas mostly (68%) had 
people in the age group of 60-69 years and 57% were 
males. The majority were married (77.25%), 21.75% were 
widows or widowers, and only 1% was single, separated, 
or divorced. Hinduism was the religion followed by 
71% while 28% practiced Buddhism. The majority of 
the geriatric population was illiterate (72%) and some 
of them had informal education (23%). Most were still 
working and only <5% had retired from active work 
[Table 1].

Social and health-seeking behavior
A significant number (170 out of 189, 89.9%) were living 
with their family members in a joint family with the 
oldest holding the status as the head of house. The rest 
were either living with spouses (7.9%) or children (2.2%). 
None of them were living alone and the majority (82%) 
did not feel lonely. We found that most people were 
treated properly by their family members and only a 
few (11.6%) reported misbehavior at home. When asked 
about participation in social activities, 64% responded 
that they did not participate. Socializing with their 
peers (38%), sitting at home (32%), and helping with 
the household chores (30%) were the common free-time 
activities. As per the general health seeking attitude, 47% 
of the respondents went to public health posts, 49% to 
private health providers (44% to clinics and 5% to local 
pharmacies), and 4% sought advice from traditional 
faith healers.

Personal habits and caring
A total of 60% of the sample population was in the habit 
of smoking at the time, out of which 25% had exposure of 
more than 20 pack years. In this study, 56% of the males 
and 31% of the females took alcohol on a regular basis. 
Of this among men, 21% consumed more than 21 SDUs 
per week and 19% of the females consumed more than 
14 SDUs per week. 

The majority of the respondents (87%) claimed to brush 
their teeth at least once on a daily basis using toothpaste. 

We found that 68% of the population bathed once a week 
and only 1% took a bath daily [Table 2].

Reported health status
Chronic health problems were reported by 69% (130) 
of the study population. Among the self-reported 
problems, gastritis was the commonest (36%) followed 
by chronic obstructive pulmonary disease (COPD) 
(20%), hypertension (16%), asthma (13%), and joint pain 
(13%). Depression was diagnosed in 18% according to 
ICD-10. Similarly, diabetes mellitus was found in 5% 
and allergies and incontinence were found in 1% each 
[Table 3].

Table 1: Socio-demographic characteristics of the study 
population of Pakhribas Dhankuta disrict
Variable Category Number n = 189 (%)
Age in years 60-69 129 (68)

70-79 48 (26)
≥80 12 (6)

Sex Male 108 (57)
Female 81 (43)

Marital status Married 146 (77)
Widow/widower 41 (22)
Single/separated 2 (1)

Literacy Illiterate 136 (72)
Informal education 43 (23)
Primary level 8 (4)
Secondary or higher 2 (1)

Religion Hinduism 134 (71)
Buddhism 53 (28)
Christianity 2 (1)

Current occupation Farmer 103 (54)
Housewife 38 (20)
Retired 9 (5)
Daily wage 8 (4)
Service 5 (3)
Business 26 (14)

Table 2: Personal habits and caring of the study population
Habits Measure Number (%)
Smoking Yes (>20 pack years) 47 (25)

Yes (<20 pack years) 66 (35)
No 76 (40)

Alcohol intake
Males Yes (>21 units per week) 23 (21)

Yes (<21 units per week) 33 (31)
No 52 (48)

Females Yes (>14 units per week) 15 (18)
Yes (<14 units per week) 16 (20)
No 50 (62)

Brushing daily Yes 165 (87)
No 24 (13)

Bathing habit Daily 2 (1)
Weekly 128 (68)
Two weekly 42 (22)
Monthly 17 (9)
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Geriatric problems
Dental problems and problems with vision were the 
most prevalent geriatric problems reported (61% and 
53%, respectively). Hearing problems, memory loss, 
sleep-related problems, and unintentional loss of weight 
(clothes becoming loose) in the last 6 months were the 
other geriatric problems identified [Table 4]. With regard 
to the dental problems, we found that the majority of the 
elderly people (57) had carries and chronic pain with or 
without caries (72). Gum bleeding (10) and foul breath 
(9) were the other dental problems. Two percent of the 
elderly people wore dentures.

Analytical results
There was a strong relationship between the reported 
misbehavior at home and the presence of depression in 
the respondents (16/22 in persons reporting misbehavior 
vs 18/167 in the rest; P = <0.0001). An association 
between smoking habit and the presence of chronic 
respiratory disease was demonstrated (45/113 among 
smokers and 18/76 among nonsmokers; P = <0.05). 

Discussion
The majority of the elderly population was in the age 
group of 60-69 years, which tallies with the life expectancy 
of 65.8 years in 2010.[26] The observed male to female sex 
ratio was 1.33. Females in Nepal generally outnumber 
men. The general sex ratio in the district of Dhankuta 
as per the 2011 Nepal census was 0.88 while that of 
Nepal was 0.916. The geriatric sex ratio for Nepal is 0.98 
(1064939 males and 1089471 females) while for the district 

of Dhankuta, it is 1.14.[6] Global norms suggest that 
women live longer than men.[27] This trend was prevalent 
in Nepal until the 1961 population census; thereafter men 
had a higher life expectancy than women.[28,29] Nepal was 
then recognized as an exception as men here lived longer 
than women. Nutritional deprivation, access to medical 
care, sociocultural values and norms, and preference 
for the male child could be the possible reasons behind 
this.[30] Hinduism is followed by 81.3% of the Nepali 
population, Buddhism by 9%, and Islam by 4.4%.[6] In 
the hilly and mountainous areas though, the proportion 
of people following religions other than Hinduism is 
different with Buddhism followed by 14.1% in the hilly 
areas and 17.9% in mountain areas.[6] In consistence 
with this, the majority practiced Hinduism and a high 
proportion of Buddhist people were found in our study 
area. The proportion of married people aged 10 years 
and above for Nepal is 0.61.[6] About 88.3% of elderly 
males and 72.7% of elderly females were married in 2001. 
Marriage is an important support system for the elderly. 
The study revealed that about three-fourths of the 
inhabitants were currently married. The literacy rate in 
Nepal is 65.9% and in Dhankuta, the illiterate population 
is 23.6%[6] Our study estimated that that three-fourths 
of the elderly were illiterate. The discrepancy can be 
explained by the illiteracy rate of 96% in Nepal 40 years 
back.[31] Most of the aged people were still working for 
their livelihood and did not let their age influence their 
day-to-day activities. They were not willing to become 
a burden on their family or the society.

A person in old age is deemed to be retired and loses 
status. The children get busy with their lives and there is a 
feeling of futility and genuine loneliness, which becomes 
more acute because of an increase the number of nuclear 
families. Old people become isolated, neglected, and 
economically dependent.[18,19] In developing countries 
such as Nepal, due to poor literacy rate these peoblems 
are more common. In contrast, the elderly people in the 
study area were still independent and employed; the 
percentage of the people living with their families and 
still holding the status of head of the family was found to 
be high. The socioeconomic problems of the elderly are 
aggravated by factors such as the lack of social security 
and inadequate facilities for health care, rehabilitation, 
and recreation. Also, in most of the developing countries, 
pension and social security are restricted to those who 
had worked in the public sector or the organized sector 
of the industry.[17] Although no stellar policies, screening 
measures, or geriatric care programs for the protection 
of the old exist, Nepal became the first Asian country to 
offer a universal pension scheme to the tune of Nepali 
Rupees 500 to all those aged 70 years and above.[32,33] 
Most of the respondents were living with their families 
and none of them were found to be living alone. They 
took part in the household decisions and spent their 

Table 3: Reported health status of the respondents
Health issue Condition N (%)
Diagnosed conditions Diabetes 9 (5)

Hypertension 30 (16)
COPD 38 (20)
Asthma 25 (13)
Gastritis 68 (36)
Joint pain 25 (13)
Allergy 2 (1)
Cancer 8 (4)
Incontinence 2 (1)
Depression 34 (18)

Table 4: Reported health status of the respondents
Health issue Condition N (%)
Geriatric problems Dental problem 115 (61)

Vision problem 101 (53)
Hearing problem 82 (43)
Memory issues 34 (18)
Sleep disorder 23 (12)
Unintentional weight loss 23 (12)
Bowel control problem 2 (1)
Bladder control problem 2 (1)
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free time with their peers or in their houses with the 
family members, sometimes helping with the household 
chores. A study in Chennai, Tamil Nadu, India in 2005 
that was published reported mistreatment in 14% of the 
400 community-dwelling older adults aged 65 years. 
Chronic verbal abuse was the most common followed by 
financial abuse, physical abuse, and neglect.[34] Little is 
known about elderly abuse in Nepal and a current study 
has analyzed the reported incidents from newsletters.[35] 
Our analysis does show that elderly abuse leads to 
depressive symptoms. About 18% of the respondents 
were positively screened for depression. A study from 
Nepal proves that the rates of depression in the elderly 
population from Nepal are lower than the global trends 
and which could explain the  lower depression rates.[36] 
The elderly were still employed, enjoyed a monthly 
stipend, took part in household decisions, and spent 
their free time in leisurely activities. The majority did 
not report any form of misbehavior by their children 
in the form of physical abuse or socioeconomic neglect.

Overall, 21% of the elderly males and 18% of the elderly 
females were positively screened for hazardous alcohol 
use; various studies have shown that such behavior may 
lead to mental health problems — anxiety, depression, 
dementia, confusion, and sleep disturbance or physical 
problems — gait disturbance, falls, and liver disease.[37-39] 
However, various studies conflicting this show that mild to 
moderate use actually prevents the cognitive and functional 
decline.[40-42] Out the total, 60% of the respondents were 
current or former smokers. The analysis proved that the 
association between the smoking habit and the chronic 
lung problems was statistically significant. However, the 
compounding risk factors of biomass fuel use and indoor 
pollutants exposure,[43] age, sex, and general morbidity 
were not assessed. Even though 87% of the population 
claimed to brush their teeth regularly, they complained 
of several dental problems, of which caries was the most 
common. The majority bathed on a weekly basis. This 
behavior was due to water availabilty issues and climate 
patterns. The people were unwilling to change this habit.

The health status of the respondents was assessed under 
two broad categories: Geriatric problems and diagnosed 
health conditions. Almost two-thirds of the respondents 
had some chronic health problem. A study of 100 elderly 
people in Himachal Pradesh, India mostly from a rural 
background had found that more than 50% suffered from 
one or more chronic conditions.[10] Our study revealed 
that among the diagnosed medical conditions, the most 
prevalent was gastritis in 36% of the sample population; 
gastritis is a quite common health problem for the 
people of Nepal.[44] A study of 319 dyspeptic patients 
in Nepal Medical College (NMC) Teaching Hospital, 
Kathmandu, Bagmati Zone, Nepal revealed that the 
most common endoscopic finding in these patients 

was gastritis as found in 47.6% of the patients followed 
by normal findings in 17.8%.[45] In a Chinese study 
involving 25,627 random subjects aged 40 years or more, 
the overall prevalence of COPD was 8.2% (men: 12.4%; 
women: 5.1%).[46] Twelve center assessments by Burden 
of Obstructive Lung Disease (BOLD) in 2007 and Indian 
Council of Medical Research (ICMR) in 2012 reported 
the overall prevalence of COPD to be 10.1% and 3.58%, 
respectively.[47,48] The prevalence of COPD in the age 
group of 65 years and above was 8.04%.[47] The prevalence 
of COPD was significantly higher in elderly patients, 
males, smokers, in those exposed to environmental 
tobacco smoke, occupational dusts or biomass fuels with 
poor ventilation in the kitchen.[43,46-48] COPD prevalence in 
our study was 20.1%. The high rates in our study could 
also be as a result of some of these confounding factors. 
Other health conditions such as diabetes, hypertension, 
and cancer unless screened for, only present when 
complications occur. We included only the previously 
diagnosed cases for most of the morbidity and hence, the 
prevalence of these conditions could be much greater.

Dental problems were the most prevalent among the 
various geriatric problems. Although the respondents 
claimed to brush regularly, improper brushing techniques 
or old brushes may have been responsible for the problems. 
Also, the data have shown that brushing prior to sleep is 
more important for caries prevention (P value <0.001) 
and it is daily brushing twice that prevents caries 
(P value <0.0001).[49] Poor general health in terms of low 
body mass index (BMI) can also lead to dental caries as 
per a case control study in Japan.[50] More than half of the 
geriatric cases were suffering from visual difficulty (53%) 
and the number of people suffering from memory (18%) 
and hearing problems (43%) was also significant. Studies 
conducted by several Indian institutions and the ICMR in 
1984 and 1997 on the elderly morbidity highlighted similar 
geriatric health problems.[12,13,15,16,51]

Conclusion
The results of the study show that employment, family 
support, and pension schemes have a positive impact on 
the social status of the elderly. Health screening clinics 
should be established in the community to obectively 
assess the health status of the elderly. The elderly 
populations need health education to emphasize the 
importance of personal and dental hygiene and abstain 
from smoking and alcohol.

The study has the following limitations
The respondents present in their homes at the time of 
surveying were included in the study. Those busy with 
their work, out of town, or unwilling to answer had to 
be excluded. As this was a house-to-house survey; most 
cases of morbidity were elicited by self-reporting. There 
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was no screening or confirmation by laboratory tests 
and follow-up. This may underestimate the morbidity 
because early or subclinical cases may be missed. Several 
health problems such as diabetes, hypertension, and 
cancer may have been underestimated.
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